Implementation of a model of care requires partnering among members of the health care team and patients and their families. Each participant must have clarity about each person's role and how the system is used to implement and/or utilize a model of care delivery. A community hospital in the Midwest implemented Relationship-Based Care (RBC), a model based on concepts of partnering with self and others to build inclusive systems of care. Implementation included education about the culture of caring and discussions centered on the concept of civility as a prerequisite to role clarity within the concept of partnering in caring for self and others. The discussions demonstrated to hospital leaders that incivility, involving negative cultural norms, fundamentalism, oppression, hierarchical leadership, and conformity to old ways, was a barrier to creating a caring environment. This study examined the impact of civility on professional clarity, social and technical dimensions of work, and caring for patients and families.
BACKGROUND
The Relationship-Based Care (RBC) model proposes that clarity of self, role, and system are critical for effective care delivery (Felgen, 2007; Koloroutis, 2004) . Specifically, clarity of self, role, and system is the first of a series of six interdependent "C's"
proposed to make the care process more efficient and effective and to subsequently improve outcomes both for employees and for patients (Felgen, 2007; Koloroutis, 2004) .
The "C's" are clarity, competence, confidence, collaboration, commitment, and the courage to change. In unison, these elements empower employee growth. Clarity plus competence leads to confidence. When confident individuals are able to collaborate with others who are equally committed, it creates ideal conditions for individual and collective empowerment to challenge the status quo and to make changes (Felgen, 2007) . Ultimately, clarity is foundational to the implementation of RBC because clarity is necessary for establishing competence and the other four subsequent "C's."
In order for health care workers to have clarity, they must partner with others.
Partnerships across departments and disciplines helps employees understand how their individual roles fit into the larger picture of the health care environment. Essentially, partnering supports employees' understanding of clarity. As such, partnering between departments and disciplines is also critical to the success of implementing RBC.
Yet, partnering can be obstructed by incivility. In fact, the detrimental effects of incivility among health care workers are well documented. New graduate nurses who experienced incivility perceived greater levels of disrespect from physicians, coworkers, and managers (Kerber, Woith, Junkins, Shafer, & Astroth, 2015) . New graduate nurses who reported experiencing incivility also reported lower career satisfaction and greater intent to leave (Laschinger & Read, 2016) . When bullying, a more severe form of incivility, occurs, it creates a risk to the health and safety of employees (State of Washington, Department of Labor and Industry, 2006) . Bullying is regrettably common in health care; in a survey by the Joint Commission for the Accreditation of Healthcare Organizations (2002) , 90% of nurse respondents had witnessed some form of bullying behavior. Bullying behavior increased workload, prevented meeting patients' needs, and inhibited meeting the faith needs of patients (Kerber et al., 2015) .
Fortunately, several studies have shown how effective leadership and organizational cultures that support civility can significantly reduce co-worker incivility (D'Ambra & Andrews, 2014; Laschinger, Finegan, & Wilk, 2009; Laschinger, Wong, Cummings, & Grau, 2014) . Civility has been shown to mitigate hostile work environments, with concurrent improvement in productivity (Hutton & Gates, 2008) . Laschinger and Read (2016) found that nurse managers who demonstrate authentic leadership, including maintaining civility norms, enhanced perceived job fit for their employees. Moreover, civility has been shown to serve as a strategy for creating a safe environment for patients (Laschinger, 2014) , and organizations have used civility as an intervention for patient safety (McGonagle, Walsh, Kath, & Morrow, 2014; Osatuke, Moor, Ward, Dyrenforth, & Belton, 2009 ). Bartholomew (2006) holds that civility must begin within the setting of formal education. Education in and demonstration of civility enhance the likelihood that civility will become enacted within a community. Dimensions of formal education in academia and less formal education during job training that serve as predictors of civility include learners being taught the importance of managers showing respect to their staff, mentoring, and teaching civility by living as an example.
In 2012, a mid-size acute care hospital in the Midwestern United States implemented Relationship-Based Care (RBC) as the philosophy and framework of care delivery. The existing philosophy of care, which predated RBC, was task-driven and was characterized by blame, hierarchical domination, and apathy. The detriments of this philosophy were best exhibited in the Emergency Department (ED), which had high turnover in all staff classifications, reports of incivility and bullying, transient leadership, and poor patient satisfaction and efficiency metrics. The staff struggled with the implementation of RBC, pointing out incivility within the ED and between inpatient units. The authors hypothesized that educating staff about civility would have a cascading effect that would not only increase civil behaviors but would also improve employees' clarity and facilitate the implementation of RBC. This would ultimately improve job satisfaction and employees' perception of caring.
DEFINITIONS OF CONCEPTS

Relationship-Based Care
RBC is a model of care delivery that emphasizes clarity of one's role and one's place in the system as central to establishing professional authority and accountability within professional practice (Koloroutis, 2004) . Establishment of professional authority and accountability facilitates the navigation of barriers to partnering (e.g. bullying). The primary methods used for the implementation of RBC and facilitation of partnerships included:
 Education in crucial conversations to deal with incivility and bullying behaviors (Patterson, Grenny, McMillian, & Switzler, 2002; Koloroutis, 2004) .  The use of town hall meetings to ensure that staff could voice concerns, including concerns about leadership. Town hall meetings helped staff address and manage the experience of both lateral incivility from and between coworkers, and vertical incivility from and between leaders. Failure to deal with superiors, regardless of title (e.g. charge nurse, manager, director, senior executive or physician), allows incivility to escalate, spread, and fester in the culture, creating an uncivil, unhealthy and/or even violent work environment. Bartholomew (2006) describes civility in health care as a 14-dimensional construct that includes these attributes: 1) autonomy, 2) immediate supervisor support, 3) peer support, 4) voicing concern, 5) profession is valued, 6) physicians share credit for patient care, 7) conflict management, 8) preceptor efficiency, 9) ideas from new staff welcome, 10) clinical learning environment, 11) relationships with physicians, 12) relationships with nurses, 13) relationships with co-workers, and 14) managerial support. When all 14 dimensions are enacted, civility is perceived and embraced by every member in the community.
Civility
Clarity
Campbell and colleagues define clarity of self as "a structural aspect of the selfconcept: the extent to which self-beliefs are clearly and confidently defined, internally consistent and stable" (Campbell, et al., 1996, p. 141) . Such clarity of self is important in order to interact healthfully within a team as the organization's mission is executed (Besser & Priel, 2011) .
Clarity of role guides behavior and use of knowledge as the job is enacted within the organization (Rizzo, House, & Lirtzman, 1970) . Role clarity has been identified as important to job satisfaction (Cowin, Johnson, Craven, & Marsh, 2008; Gulliver, Towell, & Peck, 2003; Jones, Smith, & Johnston, 2005; Nelson & Felgen, 2015; Wickramasinghe, 2010) .
Clarity of system is defined as the employees' understanding of how systems within the organization work, including committees, technology, policies, and roles (Nelson, 2013) . Knowledge about systems has been shown to predict job satisfaction (Korunka, Scharitzer, Carayons, & Sainfort, 2003) .
Job Satisfaction
Job satisfaction for nurses has been defined from several theoretical viewpoints (Nelson, Hozak, Albu, & Thiel, 2015) . identified 26 different theories cited to measure nurse job satisfaction. Socio-technical systems theory asserts that both technical and social dimensions of work are essential to nurse job satisfaction (Maxwell, Ziegenfuss, & Chisholm, 1993 ). This theory was tested using the Healthcare Environment Survey (HES) in 10 different studies (n = 9,220 nurses) across hospital settings; survey results revealed that 52.5% of the variance of job satisfaction was explained by the social (relational) dimensions of the HES while 21.4% of the variance of job satisfaction was explained by the technical dimensions of the HES. Combined, the social and technical dimensions explained 73.9% of the variance of job satisfaction (Nelson, Persky, Hozak, Albu, Hinds, & Savik, 2015) . Social dimensions included relationships with other nurses, physicians, patients and one's unit manager. Technical variables included distributive justice, professional growth, executive leadership, autonomy, and staffing and scheduling (Nelson, Persky, et al., 2015) . Job satisfaction of staff, as measured using the HES, has been shown to relate to several patient outcomes, including increased patient satisfaction with hour of sleep cares by nurses, caring of the staff, and a positive patient experience as measured by five Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) questions (Nelson & Felgen, 2015) .
Caring
According to Watson's Theory of Caritas (2008) , if the 10 Caritas Processes toward self or others are present, the recipient of the behaviors will feel cared for (i.e. loved) and thus will initiate an internal cascade of healing at the physical, mental, and spiritual levels. The 10 Caritas Processes are listed below.
1. Cultivating the practice of loving kindness and equanimity toward self and others. Loving kindness includes listening to, respecting, and identifying vulnerabilities in self and others.
2. Being authentically present: Enabling, sustaining, and honoring faith and hope which is future-oriented and includes self-discovery.
3. Cultivating one's own spiritual practices and transpersonal self and going beyond one's ego-self.
4. Developing and sustaining a helping-trusting caring relationship.
5. Being present to and supportive of the expression of positive and negative feelings.
6. Creative use of self and all ways of knowing as part of the caring process:
engaging in the artistry of caritas. This can best be described as creative problem solving.
7. Engaging in a genuine teaching-learning experience that attends to the unity of being and subjective meaning: attempting to stay within others' frame.
8. Creating a healing environment at all levels.
9. Administering sacred acts of caring-healing by tending to basic needs. Previous research has shown a relationship between the work environment as reported by nurses and patients' perception of feeling cared for (Persky, Nelson, Watson, & Bent, 2007) .
THEORETICAL MODEL
The proposed model of research for this study is noted in Figure 1 . The hypothesis was that there would be a cascading effect of civility, beginning with instruction and observation of civility in school and early clinical training. Specifically, individuals who were taught about and observed civility would be better equipped to establish clarity of self, role, and system. Once clarity of self, role, and system were established, consensus building could be used within the unit councils to develop and refine the social and technical systems that are essential for care. Establishment and refinement of supportive social and technical systems were hypothesized to result in improved job satisfaction and to facilitate a stronger caring connection with the patient as perceived by the staff member. All instruments had been tested for validity and reliability in a study conducted in 2015 in the same organization to ensure adequate psychometric properties. Instruments were tested in this current study using Cronbach's alpha for reliability and factor analysis for construct validity testing. Oblique methods were applied in factor analysis and Eigen values greater than 1.0 were used.
Instruments
The Civility Assessment was developed by Kathleen Bartholomew and author Nelson using the book, Ending Nurse-to-Nurse Hostility: Why Nurses Eat Their Young (Bartholomew, 2006) . A pilot test of the assessment tool was conducted among nurses (n=154) at a different urban hospital in the Northeastern US. The pilot test used an 87-item survey with good model fit, and explained 74% of civility. The construct-validated 87-item form was deemed too long; considering the good model fit and high percentage of explained variance, Nelson and Bartholomew developed a shorter 24-item version using the highest-loading items that were consistent with the 14 dimensions of civility.
There were 10 items related to education and demonstration of civility by educators and preceptors. The 2-factor short form of the civility assessment tool was tested in January 2015 in a sample of 240 staff from the same Midwestern hospital as this study.
Principle axis factoring extraction and Promax rotation (analytic procedures used for non-orthogonal data) were used. A minimum of value of .2 was used for factor loadings,
and Eigen values greater than 1.0 were selected. Cronbach's alpha was used for reliability testing, seeking an alpha greater than .80. Results revealed that all items loaded into a single factor of civility and a single factor of education in civility. Both factors had good model fit. Cronbach's alpha was .84 and .80, respectively, for these two factors.
The other three tools have had extensive psychometric testing. The 30-item clarity scale has been shown to have good factor structure and reliability (Felgen & Nelson, 2016) . Nurse job satisfaction was measured using the 52-item Healthcare Environment Survey (HES; Nelson, Persky, et al., 2015) . Caring for patients as reported by staff was measured using the 10-item Caring Factor Survey -Care Provider Version (Nelson, Thiel, Hozak, & Thomas, 2016) . Combined, all four instruments included 115 items. Each item was scored using a 7-point Likert scale from strongly disagree (1) to strongly agree (7).
For example, in the measure regarding job satisfaction, specifically the dimension of coworker relationships, the statement reads, "I am satisfied with how easy it is for new employees to feel welcome in my unit or department." The higher the score, the more satisfied the worker is with this single item that comprised the subscale for satisfaction with coworkers.
In addition to the Likert scale items, there were 12 demographic questions, including gender, age, role, marital status, hours worked, shift, number of years in same unit/hospital/profession, unit worked, education level, and number of continuing education hours per year. Combining the Likert questions and demographics, there were 127 items to respond to.
Procedures
After Ethics Board approval, clinical staff were sent an electronic secure link to access the survey. Respondents could save their answers and return as often as needed.
Respondents were assured of the confidentiality of responses and that they could withdraw from the study at any time; submission of responses was considered consent to participate in the study.
RESULTS
A total of 177 staff members of a possible 414 submitted a survey, representing a 43% initial response rate. Eighteen responded to only one of the four surveys and were not included in this analysis. A total of 159 respondents were included in this study, a final response rate of 38.4%. There were 1,024 data points missing among 18,285 possible from the 159 respondents across all surveys, a rate of 5.6% of data missing. This level of missing data is slightly higher than the targeted goal of no more than 5% missing data. Based on a post hoc power analysis using 150 responders, an alpha of .05 was applied to this study. This included power of .96 and effect size of .15 for a linear regression.
All scales, both subscales and the total score of all subscales combined, were valid and reliable. The Kaiser-Meyer-Olkin measure (KMO) for model fit was above .80. Only the Civility Scale had an item with a factor loading less than .4. This is described further in descriptive statistics of Civility, later in this work. Cronbach's alpha for all subscales and total scores was greater than .80. Data for validity and reliability testing for all scales are noted in Figure 2 . 
. Psychometrics of Measures
Parceling was used to interpret the rank order of the dimensions of job satisfaction in this study. Results revealed that autonomy (using knowledge and experience to do the job as the employee deems fit) was most important, followed by workload, professional growth, and so on, as listed in rank order in Figure 3 . The higher the factor loading, the more important the item was for job satisfaction. 
DISCUSSION
The statistically significant relationship between educated and observed civility in school and orientation, and perception of civility supports the assertion made by Laschinger and Read (2016) that concepts of civility can be influenced by leadership and education. Laschinger and Read (2016) reported that authentic leadership, which facilitates civility, can be developed through both formal and informal learning and practice. Stimulating authentic leadership requires programs that have both leadership theory and action learning (i.e. self-reflection, experimentation, opportunities for practice and application, and coaching) to be effective (Laschinger & Read, 2016) .
Authentic leaders promote awareness and understanding, helping people behave collaboratively instead of confrontationally (Laschinger & Read, 2016) . Development of civility norms is an actionable strategy that leadership can use to create healthy work environments that foster positive outcomes including job satisfaction and retention of new staff (Laschinger & Read, 2016) .
The importance of leadership within the construct of civility is further supported by the factor analysis of this study. It is noteworthy that the highest loading factors in the construct of civility are related to management (refer to Figure 1 ). In the subscale that contained the 14 dimensions of civility, the highest loading item was being able to voice concerns to the unit manager without feeling criticized. Factor analysis of these two subscales suggests that civility begins with leadership. The civility survey asked about preceptors, educators, and coworkers, but it was the manager who surfaced as the most significant element in both the scale regarding education and the construct of civility.
It is not clear why responders who reported high levels of civility also were satisfied with the social and technical dimensions of their job. It may be that, as asserted by Laschinger and Read (2016) , those trained in civility were able to apply concepts of civility to partner and create healthy teams because they understood the underlying concepts of relationships. It may be that the internal knowledge employees possess about civility assists them with navigating the work environment, which makes for a more satisfying job.
Previous research has shown that staff who engage in the framework of RBC and learn concepts like civility and clarity of role are able to act more autonomously within their role (Persky, Felgen, & Nelson, 2012) . Staff enrolled in RBC training evolved from being dependent on the physician for autonomy at Year One of the RBC program to depending on their own professional knowledge by Year Three (Persky, et al., 2012 This study provides additional support to previous research demonstrating that civility predicts job satisfaction as measured by the HES and that job satisfaction predicts positive patient experience (Nelson & Felgen, 2015) . Both the study described in this article and the one published by Nelson and Felgen (2015) revealed that civility predicted over 30% of the variance in job satisfaction as measured by the HES. The current study revealed that job satisfaction, as an outcome of civility, predicted 33%
of employees' perceptions of caring for the patient. In contrast, the previous study by Nelson and Felgen (2015) found that job satisfaction as measured by the HES predicted only 9% of the variance in staff caring for patients. While both studies showed a statistically significant relationship between job satisfaction and caring as reported by staff, it is not clear why the percentages were so different. Both studies support the theoretical model proposed by this study, and support the cascade of positive outcomes that civility has on job satisfaction and caring. It could be that staff who are able to Strategies of civility and partnering used in this study illustrate how these tools can be used to implement and sustain the concepts of RBC. The class on the foundational concepts of RBC and Nursing Culture of Caring was especially helpful in collaboratively envisioning the structure of care. In the class, data from an organizational assessment helped with a contextual discussion of civility norms prior to implementing a model of care grounded in caring for self and others. Contextual discussion related to civility helped identify potential barriers to successful implementation of RBC. During the series of classes, participants learned the importance of partnering with each other and with other disciplines.
Initially, staff in this study were resistant to utilizing components of the RBC model.
Staff complained that coming to consensus took too long. It was a chairperson of a Unit
Council who, despite being challenged through intimidation at a meeting, pronounced a clear understanding of the importance of consensus building and helped to introduce concepts of RBC across departments. Processes of achieving consensus required practice, including working through feelings of coercion. Leaders were instructed to make clearly obvious their zero tolerance for intimidation, to allow staff to develop partnering skills, and to support implementation of positive civility norms. Through discussion and practice of partnering, members of practice councils developed skills to help unit staff fully engage in the processes of RBC. All decisions were made through full partnerships among various roles, using professional authority and accountability to enact caring moments, for every patient, every time.
Consensus can be used to adjust policies to have greater buy-in due to engagement in the process. This methodology has implications for consistency across disciplines. In addition, such refinement of policy based on consensus will assist with aligning all the major elements of leadership, including the framework of care delivery, mission, vision, and organizational strategic plan. The more aligned these major elements are with the process of care and the consensus of the staff, the easier it will be to articulate and achieve organizational gains.
This study revealed the importance of civility to several outcomes, including job satisfaction of staff and care of patients. This research also adds validity to the assertions made within the RBC framework, a model based on relationships. Results building, continue to improve. Senior leaders continue to report that through RBC they are learning how to be caring leaders who demonstrate the caring that is expected in others, while staying true to the goal of a safe and caring experience for patients. The CNO reports learning that implementation of any care delivery model is difficult, but that when the foundation of the model is caring and partnering, leadership style must change first. The CNO also reports that believing and living the vision must be present in each interaction and decision, and that leading and living the tenets of the model are necessary for leaders' effective persuasion of acceptance of the new culture, especially within the senior leadership team and with physicians. Finally, the CNO learned that civility and acceptance among the team members who deliver the care are essential ingredients in providing exceptional care for every patient and family.
Limitations of Study and Suggestions for Future Research
The sample size was adequate for the power parameters of this study, but a larger sample would allow for more extensive study of additional variables while maintaining adequate power parameters. This study was missing 5.6% of its data, which was above the threshold for no concern for bias in results. This also was the first study to examine this series of variables within the context of Relationship-Based Care. It would be important to retest in other contexts of RBC as well as in other frameworks of care besides RBC.
SUMMARY
Based on the results of this study, the literature and the experience of the authors, civility is a critical dimension in introducing and implementing a new model of care such as RBC. Initial and ongoing identification of, and strategic planning to deal with, barriers such as incivility can facilitate successful implementation of frameworks of care such as RBC. The literature supports the assertion that creating positive civility norms can improve return on staff investment (e.g. by decreasing intent to leave), staff satisfaction, and patient safety. The hypothesized and the tested models (Figures 1 and   5 , respectively) reveal how employees who embrace the concepts of civility can create not only a satisfying environment for themselves, but more opportunities for connecting and partnering with the patients their care.
